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F 000 | INITIAL COMMENTS F 000! Fr278 483.20() chsidem Assessment
|
5 . Corrective action(s) accomplished for those
Investigation of C/O #26119, #26650, #26813 and residents found to have been affected by the
#26903 was conducted December 7-9, 2010, at deficient practice;
| Huntsville Manor. No deficiencies were cited for . The MDS Assessment of Resident #17
C/O #26119 has been corrected and accurately reflects
° the resident’s status.
F 278 | 483.20(g) - (j) ASSESSMENT F 278
ss=D | ACCURACY/COORDINATION/CERTIFIED Completion date: 12/20/10
Identify other residents having the potential to
The_ asslessment must accurately reflect the be affected by the same deficient practice and
resident's status. what corrective action taken:
2. 100% audit of residents charts has
A registered nurse must conduct or coordinate been completed by the MDS Coordinator
each assessment with the appropriate and MBS Asistant 1o
articipati f health f 5 | verify 2I\I| residents MDS assessments
participation of health proressionals. accurately reflect the resident’s
status. |
A registered nurse must sign and certify that the i
assessment is comp[eted'l Completion date: 12/23/10
s . Mes /systematic changes put in place t
Each individual who completes a portion of the cnsare 1bE Jelitiont prigtice locs mot recurs
assessment must sign and certify the accuracy of 3. In-service conducted by the
that portion of the assessment. Adminjstrator with the MDSC, and
the Asﬁflant MDSC on “Ongoing
; il g Assessnent of
Under Medicare a}nd Medicaid, an individual who Resideht’s Progress/Status”.
willfully and knowingly certifies a material and
false statement in a resident assessment is Completion date: 12/23/10
;Efbé%%t;o a CIVrI]I mengy pena_lty of n.c't r_npre than Physician orders, history & physical,
1, or each assessment, or an individual who psychological and/or behavior
willfully and knowingly causes another individual updates are reviewed in regularly
to certify a material and false statementin a scheduled morning meetings
resident assessment is subject to a civil money :;’;::ﬁf;“fﬂ"g;{i;:gf‘]';i‘:]yo:’ﬂ}“ B3
penalty of not more than $5,000 for each vasident’s statis,
assessment. . .
Monitoring of corrective action to ensure the
ini i i deficient practice will not recur;
Clmlcgl Idasagreemenlt does not constitute a 4 T DON dnd ADON Cor Risk Marisgs i
material and false statement. Absence of DON or ADON) will audit
5 resident charts per week for 4 weeks to
assure accurate reflection of resident’s
This REQUIREMENT is not met as evidenced status of MDS asiessment;
by:
| =
LABORATORY DIRECTOR'S OR (X6) DATE

/2/22//8

‘ owoERfSUﬁEPRESENTﬂNES SIGNATURE
aly [z
T m—

titution may be excused from correcting providing it is determined that

Any deficiency statement ending with an astgrisk (*) denotes a deficiency which the ins

other safeguards provide sufficient protection to the patients. (See instructions.) Excepl I :
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of parr_ectlon are dlsclosgble 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

t for nursing homes, the findings stated above are disclosable 90 days
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Medical record review of the Minimum Data Set
(MDS) dated July 13, 2010, revealed the resident
had no Pressure Ulcers.

Interview on December 9, 2010, at 10:20 a.m., in
the conference room, with the Licensed Practical

| Nurse (Treatment Nurse) confirmed the resident
had two stage 4 Pressure Ulcers on the heels and
two stage 2 Pressure Ulcers on the buttocks at
the time of the body assessment dated June 24,
2010 (by the former Treatment Nurse).
Continued interview with the Treatment Nurse
confirmed the wounds did not heal prior to the
resident's death (September 16, 2010).

Medical record review and interview on
December 9, 2010, at 10:40 a.m., in the
conference room, with Licensed Practical Nurse
#4/MDS Coordinator confirmed the MDS dated
July 13, 2010, was not correct and failed to reflect
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F 278 | Continued From page 1 F 278 Overall findings will be reported to
Based on medical record review and interview, . b Iy Ul e
the facility failed to accurately assess one ;5 poliey 3 rotEdiere o
resident _(#1 7) W_|th Press‘{re Ulcers of ! Failure to adhere to facility policy
twenty-eight residents reviewed. will be considered a violation.
Violations will result in disciplinary
| The findings included: acnon‘m_acco_rd(‘mc'e.mth th_e facility
| progressive disciplinary policy.
]
_] Resident #17 was admitted to the facility on July Report of overall findings and
[ 1, 1999 with diagnoses including End-Stage subsequent disciplinary action, if
Alzheimer's Disease, Peripheral Vascular applicable will be reported to the
Di C ; Fail % facility Quality Assurance (QA}
isease, Congestive Heart Failure, Diabetes Committee (consisting of DON,
Mellitus, Hypoglycemia, Acute Renal Failure, Medical Director, ADON, NHA,
Hypertension and Chronic Obstructive Pulmonary Risk Manager, MDSC, Pharmacy
Disease. Review of a "Resident Admission Consultant, Registered Dietician,
draics; Body Audit" dated J 24 and 25 Wound Care Nurse) to review
(rea m:ssmn) ody u ! ate une an ' the need for continued intervention or
2010, revealed the resident had two stage 4 amendment of plan.
Pressure Ulcers on the heels and two stage 2
Pressure Ulcers on the buttocks. .
5. Completion date: 12/31/10
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A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation and
interview, the facility failed to provide oral care for
one (#5) of twenty-eight residents reviewed.

The findings included:

Resident #5 was admitted to the facility on March
3, 2008, with diagnoses including Osteoarthrosis,
Esophageal Stricture and Chronic Obstructive
Pulmonary Disease. Medical record review of the
Minimum Data Set dated November 21, 2010,
revealed the resident required limited assistance
with hygiene and received greater than 50%
(percent) of nutrition through a feeding tube.

Observation on December 7, 2010, at 1:30 p.m.,
revealed the resident lying in bed with tube
feeding at 70 ml (milliliters) per hour.
Observation revealed the resident's lips and
mouth were dry and mucus streamed from the
resident's upper lip to the lower lip.

Observation of the resident and interview with the
Licensed Practical Nurse (LPN #1) and Certified
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F 278 | Continued From page 2 F 278 F312  483.25 (a)(3) ADL Care Provided For
the stage 4 Pressure Ulcers to the heels and the DiEppagenk Desitlents
stage 2 Pressure Ulcers to the buttocks. Corrective action(s) accomplished for those
C/O #26650, #26903 residents found to have been affected by the
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 "““c'r“‘ PE‘“_';“I s el
_ i esident #5 was provide
$s=D | DEPENDENT RESIDENTS the necessary services for personal and 'l

and oral hygiene.
Completion date: 12/7/10

Teachable moment was given to
nurse #1 and aides #1, #2, #3 on
date of finding.

Identify other residents having the potential to

be affected by the same deficient practice and

what corrective Ifu:tion taken:

2. 100% audit of residents whom are unable

to carry out activities of daily living
was conducted by Director of
Nursing, ADON, MDS Coordinator, Social
Service Director, and Dietary Manager to
verify all residents have received the
necessary services to maintain oral hygiene.

Completion date: 12/10/10
n-ieﬂsurcs:‘systcn:'mtic changes put in place to
ensure the deficient practice does not recur;

3. In-service conducted by the

Risk Manager for the licensed nursing

staff and certified nursing assistants

on “Oral Hygiene”

Completion date: 12/23/10

Guardian Rounds are conducted
daily by department managers to
assure that oral hygiene needs
have been met with all residents.
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Resident #22 was admitted to the facility on
November 12, 2010, with diagnoses including
Chronic Back Pain, Congestive Heart Failure,
Hypertension, Edema and History of Falls.
Medical record review of the Minimum Data Set
(MDS) dated November 19, 2010, revealed the
resident required limited assistance with bed
mobility and transfers and required extensive
assistance with ambulation.

Observation on December 8, 2010, at 11:35 a.m.,
revealed the resident was being transported in a
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F 312 | Continued From page 3 F 312| Monitoring of corrective action to ensure the
Nursing Assistants (CNA #1 #2) on deficient practice will not recur;
Decemgber 7 2010 (at 1:43 and )f' dth 4. DON and ADON ( or Risk Manager in
: » 2010, at 1:45 p.m., contirmed he Absence of DON or ADON) will assess
resident was in need of oral care and confirmed 5 residents per week of whom cannot
oral care had not been provided on December 7, carry out daily activities of daily living
2010. Observation of the resident and interview "’f“‘ Y‘L‘fe"":‘ e o ’e"el““""
on December 7, 2010, at 1:47 p.m., with CNA #3 ,- R
and at 1;50 p.m., with CNA #4 confirmed oral | Overall findings will be reported to
care had not been provided on December 7 the NHA immediately when
p 1
2010, policy js not adhered to.
[ CO #26903 Failure| to adhere to facility policy
F 456 : 408[;)35?)&0)(2) ESSENTIAL EQUIPMENT, SAFE F 456 will be|considered a violation.
SS=E | TING CONDITION Violations will result in disciplinary
action in accordance with the facility
The facility must maintain all essential progressive disciplinary polloy.
mechanical, electrical, and patient care Report|of overall findings and
equipment in safe operating condition. subsequent disciplinary action, if
applicable will be reported to the
facility, Quality Assurance (QA)
. . . Committee (consisting of DON,
This REQUIREMENT is not met as evidenced Medical Dir(ccmr. ADgON,NHA,
by: X ; 2 - Risk Manager, MDSC, Pharmacy
Bgsed on observation and interview, the facility Consultant, Registered Dietician,
failed to ensure resident equipment was Wound Care Nurse) to review
' maintained for six (#22, #23, #24, #25, #26 and il
#27) of twenty-eight residents reviewed. B i
The findings included: 12/31/10

5. Completion date:
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| torn armrest.

wheelchair on the 100 hall by the Physical
Therapy Technician (#1). Observation revealed
the vinyl material on the right arm rest of the
wheelchair was torn and had jagged edges with
foam protruding from the armrest. Observation
revealed the tear was four inches in length.
Observation revealed the resident had no skin
tears or reddened areas near the location of the

Observation and interview on December 8, 2010,
at 11:35 a.m., on the 100 hall, with the Physical
Therapy Technician (#1) confirmed the armrest of
the wheelchair was in need of repair.

Resident #23 was admitted to the facility on
November 9, 2007, with diagnoses including
Cerebral Palsy, Convulsions, Head Injury, Anxiety
and Joint Contracture. Medical record review of
the MDS dated November 5, 2010, revealed the
resident was totally dependent on staff for all
activities of daily living and was not ambulatory
(able to walk).

Observation on December 8, 2010, at 1:40 p.m.,
revealed the resident sitting in the wheelchair.
Observation revealed the vinyl covering on both
armrests was torn with foam exposed.
Observation revealed the right armrest was
missing one inch of foam padding with the metal
frame exposed.

Observation and interview on December 8, 2010,
at 1:40 p.m., with Licensed Practical Nurse (LPN)
#3 confirmed the wheelchair was in need of
repair.

Resident #24 was admitted to the facility on
October 9, 2010, with diagnoses including

Qperating Condition

Corrective action(s) accomplished for those
residents found to have been affected by the
deficient practice;
1. The equipment for Resident #22, #23
#24, #25, #26, and #27 was assessed
by theMaintenance Director to assure
! equipment is in safe working order.

I
Compl:etion date: 12/8/10

!n-ser\J_icc conducted by Administrator
with the Maintenance Supervisor and
the Maintenance Assistant on daily
rounds, weekly audits, and 72 hour
follow up in conjunction with preventive
maintenance,

Completion date: 12/10/10, 12/21/10

Identify other residents having the potential to
be affected by the same deficient practice and
what corrective action taken:
2. 100% audit of residents equipment
was completed by Maintenance Supervisor
and the Maintenance Assistant to assure
all equipment is in safe operating condition.

Completion date: 12/17/10

Measures/systematic changes put in place to
ensure the deficient practice does not recur;
3. In-service conducted by the
Administrator with the Maintenance
Supervisor and Maintenance Assistant on
“The Preventive Maintenance Program and
Scheduic“

Compleltion date: 12/21/10

|
In-service conducted by the Risk Manager
with all|staff on “Preventive Maintenance
Program and Reporting”

Completion date: 12/27/10,
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F 456 | Continued From page 5 F 456 Guardiarlu Rounds are conducted
Diabetes Mellitus, Hypertension, Anxiety and daily by department managers to - _
Osteoporosis. Medical record review of the MDS 5‘55‘;’}2_"‘“ all equipment is in safe operating
dated October 15, 2010, revealed the resident e
was totally dependent on staff for all activities of
daily living and was not ambulatory. Monitoring of corrective action to ensure the
i deficient practice \lrill not recur;
Observation on December 8, 2010, at 1:16 p.m., 4. Administrator and Risk Manager will
5 . : : ; will assess 5 pieces of patient care equipment
revealed the resident in a geri chair. Observation per weeK for 4 weeks to assure in safe
revealed the left arm of the padding on the geri operating condition.
chair was torn % inch with padding exposed. ) )
Observation revealed three tears to the footrest vl ndikigs W) O poneain
5 : ; the NHA|immediately when
with padding exposed. Observation revealed the policy is not adhered to.
resident had no skin tears to the arms or legs. -
Failure to adhere to facility policy
Observation and interview on December 8, 2010, EL“l:;oi?ﬁ\ifll‘fr;iul]::Elgfézrpnmn
‘:Fa;: ‘:r? npe.g]d'g;rllt'le? LF.,rN #3 confirmed the geri chair action in accordance with the t’acilit-y
parr. progressive disciplinary policy.
Resident #25 was admitted to the facility on Report Oﬁozéra{l :’}ndings and i
January 18, 2005, with diagnoses including Acute ;‘;E?fc‘;‘lﬁgtwi‘ﬁcg'; iﬂ;g’;@;"{‘?{h‘e
Renal Failure, Alcoholic Hepatitis, Aplastic ‘ facility Quality Assurance (QA)
Anemia, Neurogenic Bladder and Hypertension. Committee (consisting of DON,
Medical record review of the MDS dated October gegﬁl '?'reﬂc]:; E;%O;, NHA,
= = . 15 anager, o, Fharmacy
8' 2.0 10, reve:':\ led the !.e.s.ldent reqwr_ec_i extensive Consultant, Registered Dietician,
assistance with all activities of daily living. Wound Chre Nurse) to review
the need I:or continued intervention or
Observation on December 8, 2010, at 1:25 p.m., amendment of plan.
revealed the resident sitting in a wheelchair. |
Observation revealed the vinyl covering on the 5. Completion date: 12/31/10
armrest was torn; the foam padding was missing; |
and the metal frame was exposed. Observation i
revealed duct tape had been placed on the
armrest to within % inch of the end of the armrest.
Observation and interview on December 8, 2010, ;
at 1:25 p.m., with LPN #3 confirmed the |
wheelchair was in need of repair. '
Resident #26 was admitted to the facility on
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November 16, 2006, with diagnoses including
Subarachnoid Hemorrhage (Stroke), Alcohol
Abuse and History of Falls. Medical record
review of the MDS dated October 19, 2010,
revealed the resident required limited assistance
with activities of daily living.

Observation on December 8, 2010, at 1:20 p.m.,
revealed the resident sitting in a wheelchair.
Observation revealed the vinyl padding on both
armrests was frayed with the foam padding
exposed. Observation revealed the resident had
no skin tears or damage in the area of exposure
to the worn armrests.

Observation and interview on December 8, 2010,
at 1:20 p.m., with LPN #3 confirmed the
wheelchair was in need of repair.

Resident #27 was admitted to the facility on
September 18, 2002, with diagnoses including
Dysphagia, Insomnia, Depression, Hypertension,
Diabetes and Peptic Ulcer. Medical record review i
of the MDS dated October 22, 2010, revealed the i
resident required extensive assistance with
activities of daily living and did not ambulate.

Observation on December 8, 2010, at 1:15 p.m.,
revealed the resident lying in bed. Observation
revealed the right armrest of the wheelchair in the
resident's room was torn with the foam padding
exposed, and the covering of the left armrest was
frayed. Observation revealed the resident had no
skin tears in the area of the arms, which would
rest on the armrests.

Observation and interview on December 8, 2010,
at 1:15 p.m., with LPN #3 confirmed the
wheelchair was in need of repair.
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